noted at routine medical examination. She has noted palpitations throughout her life. From age 28, she had episodes of periodic paralysis of varying severity lasting up to one week, accompanied by myalgia. Paralysis was most marked in the proximal muscles but spared the facial and respiratory muscles, was precipitated by tension and fever, prevented by mild exercise and occurred two or three times a year. Aged 29 years she had her first blackout followed by several similar attacks, three of which were documented as ventricular fibrillation. Family history: Mother died aged 37 with 'heart failure'; further family history was not available. The patient has a son aged 5 years with sensorineural deafness, a son aged 3 years with nephrolithiasis, and a daughter aged 4 years with a suspected mild myopathy; all 3 have normal ECG.
On examination: Normal except for an irregular pulse and generalized muscle weakness most marked in the proximal muscles. Investigations: Chest X-ray normal. ECG: bidirectional ventricular tachycardia with occasional sinus beats. ECG taken during a paralytic episode showed evidence of hypokakemia of greater severity than the serum potassium suggested. Intracardiac stimulation studies showed sinus and atrioventricular node disease with alternating ventricular foci, producing bidirectional ventricular tachycardia. Electromyogram normal. Skeletal muscle biopsy showed vacuola- Treatment: A permanent epicardial demand pacemaker was inserted. Cardiac muscle was seen to be extremely thin and atrophic at operation. The ventricular extrasystoles were suppressed initially with intravenous lignocaine and subsequently oral mexiletene. Potassium supplements and amiloride were also given. Follow-up: Initially the ECG showed alternating paced and junctional beats but at six months showed sinus rhythm. The patient remains well and free from blackouts.
Discussion
Four cases of sustained cardiac arrhythmia in familial periodic paralysis have been reported, of which only one occurred in a patient with hypokalemic periodic paralysis (Klein et al. 1963 , Levitt et al. 1972 , Lisak et al. 1972 . Rarely an arrhythmia may occur transiently in induced attacks of periodic paralysis (Gass et al. 1948 , Scherf & Schott 1973 .
The sustained arrhythmia is unrelated to attacks of paralysis and consists of ventricular extrasystoles or tachycardia, frequently bidirectional in nature. It has previously been found resistant to treatment, although quinidine may reduce the frequency of the arrhythmia and acetazolamide prevent sudden death (Klein et al. 1963 , Levitt et al. 1972 , Lisak et al. 1972 ). Our patient was converted from ventricular fibrillation with DC shock and showed good response to lignocaine and mexiletene. As with the cases of Klein et al. (1963) and Lisak et al. (1972) , the ECG was improved by both oral and intravenous potassium but did not correlate with changes in the serum potassium. We also believe the insertion of an epicardial pacemaker to be of particular value in the management of certain arrhythmias, such as this, by reducing the risk of drug-induced asystole.
The following cases were also presented: Mrs J L, aged 39. Jamaican History: September 1973, presented to the obstetric department 13 weeks pregnant, gravida 10, para 6; complained of headaches; dizziness, feeling confused, occasional palpitations and short blackouts. Admitted for investigation.
Recovery of Eleven Years' Bone Marrow Aplasia
Over the next five months routine blood pressure recordings showed a maximum of 140/90 mmHg except during severe attacks, when a rise to 170/100 mmHg was recorded. These attacks were associated with visual aurae, seen as flashing lights. No family history of pheochromocytoma. Investigations (November 1973 --February 1974 : Results of tests (Tables 1 and 2) indicated the presence of a ph2ochromocytoma; her pregnancy was allowed to proceed under phenoxybenzamine control, and good palliation was obtained. 20.3.74: Labour induced, forceps delivery of a healthy child, all under phenoxybenzamine control.
The patient refused to consider any further investigations or treatment but consented to continue with phenoxybenzamine, which she herself stopped in January 1975. Blackouts recommenced. Admitted 9.2.75 for localizing investigations and surgery. Investigations: IVP normal, selective renal arteriography normal. Retroperitoneal air insufflation (Fig 1) outlined a tumour behind the upper pole of left kidney. Further investigations were refused. Operation (19.2.75): Phwochromocytoma located where expected and successfully removed (Fig 2) . No contralateral tumour. Histologically benign. Patient made a full recovery.
Discussion
Phxochromocytoma during pregnancy is highly dangerous for both mother and fetus. The previously reported case from this hospital resulted in death of both (Coden 1972 ). Walker (1964 reviewed 68 cases with a maternal and fetal mortality of 50%, although a-adrenergic blockade was not in use. More recently Smith (1973) reported 3 cases: one was successfully managed under phenoxybenzamine control, one resulted in fetal death from cerebral haemorrhage, and the third in maternal death; only the first case was controlled with phenoxybenzamine. We advised that if a phaeochromocytoma were diagnosed during early pregnancy phenoxybenzamine should be started and a therapeutic termination then carried out; attempts should next be made to localize the tumour using the radiological techniques advocated by Sutton (1975) , before removing it surgically. Should the diagnosis not be made until the second or third trimester, the pregnancy should be allowed to continue 
